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mon emergency conditions that may be encountered, such as meningitis, severe asthma, or severe dehydration. Adequate training in basic pediatric emergency care is particularly important for health care providers staffing freestanding urgent care centers that may be used by some families—and some EMS systems—as an alternative to an ED (Seidel et al., 1991a).
Personnel in outpatient settings must be familiar with the operation of the local EMS system and must know when and how to use its services. More than half of the pediatricians and family practitioners surveyed for one study relied most often on the family's automobile, rather than on EMS vehicles, to transport children referred to tertiary care centers (Baker and Ludwig, 1991). The validity of their perception of greater efficiency in using family transportation should be assessed. The newly published AAP (1992e) manual, Emergency Medical Services for Children: The Role of the Primary Care Provider, specifically addresses many such EMS system issues.
Providing Professional Education and Training
The committee sees a need to incorporate EMS-C into three areas of professional education: (1) initial qualifying training for personnel providing prehospital services (e.g., paramedics, EMTs, dispatchers); (2) coursework and practical training in both undergraduate and graduate education in the health professions; and (3) continuing education to refresh the knowledge and skills of trained providers already in practice and to train other providers without adequate preparation in pediatric emergency care.
Although continuing education is currently providing much of the needed training in emergency care of children, enhancing skills of existing practitioners is not a sufficient response to the challenge. Increasingly experts argue that newly graduated or certified health care providers should have received training adequate to equip them to cope with childhood emergencies at the time they embark on their professional careers. Thus, interest also exists in modifying curricula in general, undergraduate, and graduate training programs to incorporate the elements of pediatrics or emergency medicine (or both) that appear to be needed.
Efforts to make such curriculum changes should address not only the content but also the process of training. New approaches to training may make it possible to expand its scope without lengthening the training period. In making curriculum changes, attention needs to be given to effective integration of cognitive elements, psychomotor skills, and affective (emotional and psychological) dimensions of training.
In contemplating the education and training needs of the very broad set of practitioners and providers concerned with EMS-C, the committee recognized that no single approach was possible or appropriate—either for initiallife support and resuscitation as well as specific treatments for certain not-uncom-equire unusual attention; family membersining.ity concerns (Shaperman and Backer,t violence and various unintentional injuries.rough Hill-Burton and the disease-category approaches of RMPs.e affiliated with nearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
